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Request for Applications

GRADE Methodologists
for ACG Guidelines ) u»

December 15, 2023

Those selected will be required to participate and complete the International
Guideline Development Credentialing & Certification Program through McMaster
University. The onsite training will be in Spring 2024 and is sponsored by the ACG.
Applicants must agree to a 5-year term as a GRADE Methodologist.

12/14/2023

ﬂ) Virtual Grand Rounds universe.gi.org

Participating in the Webinar

All attendees will be muted and
will remain in “Listen Only Mode”

Type your questions here so that the moderator
can see them.
Not all questions will be answered but we will get

to as many as possible.

Moderator:

Costas H. Kefalas, MD, MMM, FACG A handout with the slides and room to take notes can
Partner and Vice President be downloaded from your control panel.

Akron Digestive Disease Consultants, Inc.

Akron, OH

American College of Gastroenterology
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ACG Virtual Grand Rounds

Join us for upcoming Virtual Grand Rounds!

Week 2 —Thursday, January 11, 2024
Evidence-Based Gl Highlights: Advances in IBD Therapy

Faculty: Bharati Kochar, MD, MS
Moderator: Philip S Schoenfeld, MD, MSEd, MSCEPi, FACG
At Noon and 8pm Eastern

Week 3 — Thursday, January 18, 2024

Joy and Wellness in Gastroenterology
Faculty: Richard S. Bloomfeld, MD FACG
Moderator: Jonathan A. Leighton, MD, FACG
At Noon and 8pm Eastern

Visit gi.org/ACGVGR to Register

ACG Standard Slide Decks

Colorectal Cancer Screening and Surveillance Slide Deck
Ulcerative Colitis Slide Deck

ACG has created presentation-ready,
semi-customizable MS PowerPoint clinical slide decks
for your unique teaching and learning needs.

Visit gi.org/ACGSlideDecks to learn more and
request access to the standard slide decks!

American College of Gastroenterology
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Disclosures

Neil H. Stollman, MD, FACG :
Amsurg: Advisory Board; OpenBiome: Advisory Board; Aimmune: Consultant;
Ferring Pharma: Consultant; Provation Medical: Consultant; UpToDate:

Royalties; Doximity: Stockholder

Costas H. Kefalas, MD, MMM, FACG:
No relevant financial relationships with ineligible companies.

"
e

*All of the relevant financial relationships listed for these individuals have been mitigated

Antibiotic Stewardship:

Appropriate Use in Common Gl Scenarios
A case-based review of the ACG guidelines

Neil Stollman, MD, FACG

Chief, Division of Gastroenterology, Alta Bates
Summit Medical Center, Oakland, CA

Associate Clinical Professor of Medicine, UCSF

American College of Gastroenterology
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SELECTIVE USE IS KEY

» Abx overused (~50%) and cause AEs (~20% of ER visits d/t Abx AEs)
* White House & CDC: $1.2B National Strategy to Combat Antibiotic Resistance

* Could some patients typically given antibiotics be safely treated without?

Estimated minimum number of illnesses and NEW CDC DATA

deaths caused annually by antibiotic resistance*: MORE THAN HALF OF
ANTIBIOTIC PRESCRIBING

FOR SELECTED EVENTS

IN HOSPITALS 1
At least Z0K, 5 ag,aa illnesses, CONSISTENT

WITH

RECOMMENDED

PRESCRIBING HOSPITAL PRESCRIBERS & PHARMACISTS
PRACTICES CAN IMPROVE PRESCRIBING:

Optimize Re-assess antibiotic

antibic the o
‘testing are avallable
FIND RESOURCES ON HOW TO IMPROVE HOSPITAL
ANTIBIOTIC USE AND HELP FIGHT ANTIBIOTIC RESISTANCE:
https://bit.ly/HospitalCoreElements

ANTIBIOTIC PRESCRIBING WAS NOT SUPPORTED IN:

) Virtual Grand Rounds

universe.gi.org

Antibiotic Rx best practices in:

¢ C difficile infection
s Acute diverticulitis
** Acute pancreatitis
s Ischemic colitis

*» Acute diarrheal infections

12
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Case #1

» 78 year-old woman presents to the ER with weakness, confusion,
fevers, diarrhea. S/P 7d ciprofloxacin for UTI, last dose 3 days ago

* No prior Gl hx except GERD

* Temp 100.9, BP 102/78, HR 110
* PEx: mild diffuse abd TTP, no R/G
* WBC 22K, others WNL

* CT A/P with extensive colonic submucosal
edema

* ER activating sepsis protocol and plan
broad spectrum abx, but call Gl consult too

13
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Current Guidelines (ACG 2021): Prevention of C difficile

universe.gi.org

= Antibiotic stewardship (quinolones, clindamycin worst)
= |solation when available; continue 48h after diarrhea resolves
= Hand Hygiene / Contact Precautions (gloves and gowns)

= “Moderate evidence” that probiotics (particularly Lactobacillus GG and
Saccharomyces boulardii) diminish antibiotic associated diarrhea, but
do not recommend their routine use for prevention of infection or
recurrence.

= Discontinue unnecessary PPls (but don’t stop if appropriate)

Kelly CR, et al. Am J Gastroenterol. 2021

14
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Anti-CDI Antibiotics

B oNLY.
T aycnhydochoid) for ol soution
mycin: in Grape| il

/
e smond.
S Vancomycin

T Wi

$150 for 10 day course
Metronidazole
Very inexpensive

(<$10)

universe.gi.org
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@ ™
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(fidaxomicin) tablets
% ; ot 3 (fidaxomicine) comprimés
™ = 200 mg
?-“ ﬁ.; 20 fim-coofed Tablets
= x._.-— % 20 comprimés pelliculds
MH“W 4 Antitioclerial
g, 1 Ariicacérian
e
<
Fidaxomicin

$4400 for 10 day course

15

Vancomycin 125 mg PO QID x 10d

Strong recommendation, low quality of evidence Or

. Virtual Grand Rounds

Non-Severe: Initial Episode

* Stop offending antibiotics if possible
* Avoid anti-peristaltic agents

* Empiric Rx appropriate when high suspicion

Metronidazole 500 mg PO TID x 10 days may be considered for initial treatment in
low-risk patients (young, outpatient, no comorbidities)
Strong recommendation, moderate quality of evidence

Fidaxomicin 200 mg PO BID x 10d

universe.gi.org

16
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Severe: |nitial Episode

universe.gi.org

Vancomycin 125 mg PO QID x 10 days

Strong recommendation, low quality of evidence

Or

Fidaxomicin 200 mg PO BID x 10 days

Conditional recommendation, very low quality of evidence

17
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Fulminant Infection

universe.gi.org

* Volume resuscitation, early surgical consultation, imaging for ileus, megacolon

* Vancomycin 500 mg PO Q6h for the first 48-72 hours

* Strong recommendation, very low quality of evidence

* and Metronidazole 500 mg IV Q8h

* (especially beneficial with paralytic ileus)
* Conditional recommendation, very low quality of evidence

lleus: The addition of vancomycin enemas (500 mg Q6h) may be beneficial.
* Conditional recommendation, very low quality of evidence

* Consider FMT if no response in 48h (data favorable)

18
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Treatment of Recurrent Infection

* Fidaxomicin for patients experiencing a first recurrence after an initial
course of vancomycin or metronidazole
* Strong recommendation, moderate quality of evidence

* OR tapering/pulsed-dose vancomycin for patients experiencing a first
recurrence after an initial course of fidaxomicin, vanco or metronidazole
* Strong recommendation, very low quality of evidence

* Bezlotoximab: “We suggest bezlotoxumab be considered for prevention of
CDl recurrence in patients who are at high risk of recurrence (age >65 and
immunocompromised suggested)

* conditional recommendation, moderate quality of evidence
* Note: cardiac contraindication

universe.gi.org

19
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Suppressive and Prophylactic Vancomycin

* For patients with rCDI who are not candidates for FMT, who relapsed after FMT,
or who require ongoing or frequent courses of antibiotics, long-term suppressive
oral vancomycin may be used to prevent further recurrences (125mg PO QD-TID)

* Conditional recommendation, very low quality of evidence

* Oral vancomycin prophylaxis (OVP) may be considered during subsequent
systemic antibiotic use in patients with a history of CDI who are at high risk of
recurrence to prevent further recurrence

* Conditional recommendation, low quality of evidence
* Trial ongoing

universe.gi.org

20
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LBPs Approved and in Development

universe.gi.org

Composition Bowel Prep Delivery FDA Status

Dosing

1 dose REBYOTA — Indicated for the prevention of rCDI in
Broad-spectrum X 150 mL Rectal adults 218 years of age, following antibiotic
treatment for recurrent CDI* $9000

3 doses VOWST — Indicated to prevent rCDI in individuals
Narrow-spectrum / 4 capsules/day x 3 days Oral 18 years of age and older following
p Y Y antibacterial treatment for recurrent CDI> $17,000

Spores of a single nontoxigenic

DeStl'vr;_ZDp:;;rma C. difficile strain X 1 capsule/day x 7 days Oral Fast track status

Vedanta
VE303

Narrow-spectrum X 10 capsules/day x 14 days Oral Orphan Drug

1. REBYOTA Prescribing Information. Available at: https://www.fda.gov/media/163587/download. Last accessed April, 2023;
2. VOWST Prescribing Information. Available at: https://www.serestherapeutics.com/our-products/VOWST_PLpdf. Last accessed April, 2023.

21

21
H H ™
PUNCH CD3 live-jsIm(REBYOTA™) PUNCH-CD3: Phase 3
RBX-2660 Superior to Placebo
100% Bayesian Analysis
Posterior Probability of Superiority: 0.986
. . P 80%
Investigator's choice antibiotic for CDI 1
60%
Randomized 21
40%
Washout period 24-72 hours after last dose of antibiotics
20%
0%
REBYOTA Placebo 160 RBX-2660 Placebo
1dose 1dose _ o0
8 80
£ 70
=g 60 .
Recurrence of CDI 2 5 ieotl Primary
at <8 weeks? _g E 40 4 end;:cim Placebo
'% 8 30 1 RBX2660
£ 20 !
Option for REBYOTA 101 ! +Consored
2nd dose (open label) e 0 A Ty sy s
Siibor s Time (Month)
risk
RBX2660 177 131 128 120 118 17 52 1 (]
Placebo 85 57 54 52 49 49 22 1 1]
Khanna S et al. Drugs. 2022;82(15):1527-1538. doi:10.1007/s40265-022-01797-x
22
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SER 109 ECOSPOR (VOWST™)

* Live purified Firmicutes spores
* 182 pts with >3 CDIs / one year, responsive to Abx
* 4 capsules/d x3d vs PBO after vanco or fidax

* Primary outcome rCDI at 8 weeks

W SER-109

Placebo

A Recurrence in Overall Population

1007 ¢ Relative risk, 032 (95% CI, 0.18-0.58) §

90 P<0.001
80+
= 704 Difference,
ES 604 ~28 percentage points
g
50+
£ 40
S 404
8
& 304
204 12
[
\,_ SER.109 Placebo _J
No. of Events 1 37
No. of Patients 89 93

Sustained Response (%)

0

B Sustained Clinical Response
1004
90+
80
704
60
504
404
304
204
104

88

60

No. of Events
No. of Patients

SER-109 Placebo
78 56
89 93

Links: Full Acicle | NETM Quick Take

SER-109, an Oral Microbiome Therapy
for Recurrent Clostridio cile Infection
Feverstadh Pet . DO 10:1

Feuerstadt P et al. N Engl J Med 2022;386:220-229

23
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* WBC 12K, others WNL

* No prior Gl hx or colonoscopy
* BMI 36, Temp 100.2, BP 122/78, HR 96
* PEx: mild TTP LLQ, no R/G

» CT A/P with diverticula, wall thickening
sigmoid and mesenteric stranding

 Candidate for outpatient Rx per ER MD

Case #2

universe.gi.org

» 48-year-old attorney presents to the ER with 2 days of worsening LLQ
pain and feeling feverish

24

American College of Gastroenterology
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Who Says use Abx in AD? (hint: everyone)

* ACG Practice Guidelines 1999: “Selected patients with mild diverticulitis can be treated as
outpatients with broad-spectrum oral antibiotics. Patients with more severe illness or comorbid
disease should be hospitalized and treated with bowel rest & IV antibiotics”.

* IDSA Guidelines 2010: “For acute diverticulitis.....regimens for treatment of mild-to-moderate
severity infection are recommended, with a possibility of early oral therapy”

* Medscape 2016: “Antibiotics are used for every stage of diverticulitis. Empiric therapy requires
broad-spectrum antibiotics......”

* WebMD 2016: “treated with medicines such as antibiotics....”

* Merck Manual 2016: “Treatment varies with severity. Liquid diet, oral antibiotics for mild disease
and IV antibiotics for severe....”

* UpToDate 2016: “The outpatient treatment of acute colonic diverticulitis typically consists of oral
antibiotics and a limited diet for 7 to 10 days”

25
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AVOD: Swedish RCT, 623 pts, unblinded

universe.gi.org

CT-confirmed AUD, No Abx vs Abx for > 7 days at MD’s discretion

Abscess, perforation Recurrent diverticulitis
(P=0.3) (P =0.88)
No antibiotics 6 (1.9%) 47 (16.2%)
Antibiotics 3 (1.0%) 46 (15.8%)
18 No antibiotics 385 4
al ==—== Antibiotics S 380 g
o 7 = g 3
8 6 5 375 @
9 i g 37-0 £ : -
s 3 “éi === g =
. — T 365 5
1 e = R
0 L | | | | | 36-0 | | | L | | 0 | | | L | |
Baseline 1 2 3 4 5 Baseline 1 2 3 4 5 Baseline 1 2 3 4 5
Time after admission (days) Time after admission (days) Time after admission (days)
a Abdominal pain b Temperature C Abdominal tenderness

Chabok A et al. British Journal of Surgery 2012;99:532.

26
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Antibiotics

Progortonof articants wihou covery

Observation

Time after randomization (months)
No. at risk
Observation 262 70 a1 27 24 22
Antibiotics 266 a5 a9 2a 22 19

3

\AS om

“« N O A2 0 NP PO

i
1 2

universe.gi.org

D |ABO LO (Dlverticulitis: AntiBiotics Or cLose Observation?)

* Dutch 22-center, 528 pts, open label RCT, CT-confirmed left-sided AUD,
randomized to observation or Augmentin IV->PO x10d

* No difference in time to recovery, complicated diverticulitis, recurrent
diverticulitis, surgery, readmission, AEs or mortality. Hospital stay was
significantly shorter in the observation group (2 vs 3 days; P = 0-006).

Obsorvation
Antibiotics

a a (3 L3 7 a o 10
Time after randomization (days)

Daniels L et al. BrJ Surg 2017;104:52-6

27
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NoAatibiobcs  Antibiotics Odds Rato Odds Ratio
or Subgr Events _Total Events Total t_M.H, Random, 95% CI M.H, Random, 95% CI
Brockman 2013 14 177 6 a4 N 0se, 162 S ———
Chabok 2012 68 308 B 34 713 117(0.79,1.73) —t—
Danisls 2017 N2 N W6 181% 157 0.67,280] T
Hyern 2009 55 193 47 118 198% 060[0.37, 098] ——
Isatson 2014 % 178 6 17 110% 038[012,1084 ——
Korte 2011 3’19 - J TT 1 S,
Total (95% CO 1310 843 100.0% [ 0.72 045, 1.16] e ]
Total events m 170
Heterogenedy Tav"= 0.24; Ch*= 18.00, df = § (P = 0.003), = 72% b 1 t
Testfor overall effect Z=1.34 (P=0.18)
Major complications
No Antibiotics  Antibsotics Odds Ratio Odds Rato
Study of Subgroup _Events _ Total Events Total Weight M.H,Random, 85% CI M4, Random, 95% C1
Brockman 2013 8 1T 5 47 1% 040[012,128) ———————
Chabok 2012 500 309 S0 34 335% 102068, 1.56) T
Daniels 2017 9 282 8 266 107% 115[044,3.07] e
Hiemn 2009 0 19 3 18 % 0.900.54,1.51) s
Isa¢son 2014 n s 7o 043[013,1.46) —
Korte 2014 13 @ 12 81 137% =
Total (95% By 1310 843 100.0% [n.n 10.55, 1.08) - ]
Total events 151 112
Heterogeneity. Tau"= 0.04; Ch*= 661, df = § (P= 0.29) = 4% T ] 3
Testfor overall eflect Z= 1 47 (P=0.14)
Recurrences

Meta-analysis (2018)

universe.gi.org

No Antibiotics  Antibiotics. Odds Rato Odds Rato
Study o Subgroup _ Events  Total Events Total Weight M.H,Random, 95% CI MM, Random, 95% C1
Brockman 2013 2 m 147 131% 053[0.05, 583 —
Chabok 2012 7308 5 34 228% 143045, 456) T
Daniels 2017 8 282 36 2% 27610721052 T
Hyem 2009 1183 10 118 154% 0.06[0.01, 045} —_—
Isacson 2014 2 18 117 120% 0181002,212) —_—
Korte 2011 W 18 145% =
Total (95% Cn 1310 84 100.0% I 0.69 (0.21,2.25) j i
Total events n -
Heterogeneity Tau"= 126, ChP= 1267, dif= § (P= 0.03), F= 61%
Testfor overall eflect Z= 062 (P = 0.54) et georom 10

Surgery

No Antibiotics Antibiotics Mean Difference Mean Difference
Study or Subgroup _ Mean  SD Total Mean SD Total Weight IV,Random,95%CI IV, Random, 95% CI
Brockman 2013 15 12 171 25 2 47 189% -100160,-040] -
Chabok 2012 28 16 09 20 19 34 8%  0004028,028
Daniels 2017 2 03 262 20 02 266 225% -0801084,-076 .
Hiern 2008 55 23 193 83 35 118 1.7% -280(351,-209 -
Isatson 2014 19 12 178 54 4 17 75% -350(541,-159 o
Korte 2011 Tos W T 5 81 1
Total (95% C1) 1310 843 10008y AA3[A.77,-048)

Heterogenelty. Tau* = 0.48; ChP= 7217, df= § (P < 0.00001), P= 93%

Test for overall effect 2= 3 &4 (P = 0.0006)

Length of Stay

Mocanu V et al. Am J Surg 2018

28
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AGA Practice Guidelines (2015)

universe.gi.org

Question 1. Should Antibiotics Be Routinely
Used in Patients With Acute Uncomplicated
Diverticulitis?

The AGA suggests that antibiotics should be used
selectively, rather than routinely, in patients with
acute uncomplicated diverticulitis. (Conditional
recommendation, low quality of evidence).

Observation possible in pts without severe comorbidities
and no abscess or other complications

Stollman N et al. AGA Guideline on the Management of Acute Diverticulitis. Gastroenterology. 2015 Dec;149(7):1944-9.

29
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AGA CPU (2021)

* Antibiotic treatment can be used selectively, rather than
routinely, in immunocompetent patients with mild
uncomplicated diverticulitis.

* Antibiotic Rx is advised in pts with complicated diverticulitis or
uncomplicated disease with comorbidities or are frail, who
present with refractory symptoms or have a CRP >140 mg/L or
WBC > 15K

Peery AF et al. Gastroenterology 2021;160:906-911.

30
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ACP Guidelines (2022)

/ * Recommendation 2: “ACP suggests that clinicians

?_A:_C_E :t:m":m;x-'““.m-su.‘“h“k . . . .
manage most patients with left-sided colonic
diverticulitis in an outpatient setting”

* Recommendation 3: “ACP suggests that clinicians
initially manage select patients with acute
uncomplicated diverticulitis without antibiotics”

* ‘select’ patients are immunocompetent, no SIRS,
not medically frail and have good social support

Qaseem A et al. Ann Intern Med. 2022 Mar;175(3):399-415. doi: 10.7326/M21-2710.

31
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Bonus: other key diverticulitis guidelines pearls

* AVOID repetitive NSAIDs
* Increased exercise and high fiber diets lower recurrences

* Colonoscopy after resolution if ‘adequate exam not recently done’
(especially in complicated diverticulitis)

* Surgery now individualized (prior after ‘second attack’, now later)
* Seeds and nuts: OK!
* No data supported role for mesalamine, rifaximin, probiotics

32
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Case #3

* 48-year-old attorney presents to the ER with 2 days of worsening mid
abd pain -> back, nausea and vomiting

* Prior CCx, nightly cocktails (and more
on recent vacation)

* BMI 24, Temp 100.8, BP 122/78, HR 96,
RR 16, 02 sat 98% RA

* PEx: mod mid abd TTP, +guarding
* WBC 12K, Hct 49%, lipase 1288, others WNL

* CT A/P with diffuse enhancement,
peri-pancreatic fat stranding and
peri-duodenal fluid, no necrosis

* Admitted general floor for IVF, pain control

33
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Preventing (& treating) infection in AP

* Infection much less common in non-necrotizing AP (‘interstitial’ or
‘edematous’) (and this patient has mild AP)

* Concern re necrosis if persisting / worsening 7-10d (Dx by CT)

* Logical to consider if empiric prophylactic Abx could PREVENT
infection in patients with necrosis: trials negative and NNT > 1000

* Abx appropriate with documented infected necrosis (but recall many
abx don’t achieve tissue levels in pancreatic necrosis)

34
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OR empiric Abx

metronidazole)

ACG Guidelines (2013)

* Treat extra-pancreatic infections as appropriate
* No routine use of prophylactic Abx in severe AP
* No routine use of Abx to prevent infected necrosis

* When concerned re infected necrosis
(deterioration or failure to improve after 7-10d)
either CT FNA and Gram stain and Cx to guide Abx

* In patients with infected necrosis, use Abx known
to penetrate (carbapenems, quinolones,

* Routine antifungal Rx NOT recommended

universe.gi.org
THE ROLE OF ANTIBIOTICS IN AP

Recommendations

1. Antibiotics should be given for an extrapancreatic infection,
such as cholangitis, catheter-acquired infections, bacteremia,
urinary tract infections, p ia (strong rec
tion, moderate quality of evidence).

2. Routine use of prophylactic antibiotics in patients with severe
AP is not rec ded (strong rec dati d
quality of evidence).

3. The use of antibiotics in patients with sterile necrosis
to prevent the development of infected necrosis is not
recy ded (strong rec dation, mod quality
of evidence).

4. Infected necrosis should be considered in patients with

pancreatic or extrapancreatic necrosis who deteriorate or

fail to improve after 7-10 days of hospitalization. In these
patients, either (i) initial CT-guided fine-needle aspiration
(FNA) for Gram stain and culture to guide use of appropriate
antibiotics or (i) empiric use of antibiotics after obtaining
necessary cultures for infectious agents, without CT FNA,
should be given (strong recommendation, moderate
evidence).

. In patients with infected necrosis, antibiotics known to pene-

trate pancreatic is, such as carb quinol

and metronidazole, may be useful in delaying or sometimes
totally avoiding intervention, thus decreasing morbidity and
mortality (conditional recommendation, moderate quality of
evidence).

6. Routi dmi of antifungal agents along with
prophylactic or therapeutic antibiotics is not recommended
(conditional recommendation, low quality of evidence).

w

Tenner S et al. American Journal of Gastroenterology 2013; 108: 1400-1415 doi: 10.1038/ajg.2013.218

35
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AGA Guidelines (2018)

Recommendation 2. In patients with predicted
severe AP and necrotizing pancreatitis, the AGA
suggests against the use of prophylactic antibiotics.

Conditional recommendation, low quality evidence.

(Clarified explicitly that it also applied to mild disease)

36
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‘Bonus: other key pancreatitis guideline pearls

* Prior recs for aggressive hydration now questioned and ‘moderate’
hydration’ is recommended, most favor LR but not conclusive

* ERCP w/in 24h for acute cholangitis, hold if no biliary obstruction
* CCx during admission for biliary pancreatitis

* OK to feed mild AP if no pain or n/v. Low-fat solid diet as safe as clears
(AGA: oral feeds w/in 24h if tolerated)

* ACG and AGA: strong preference ENTERAL over parental feeding and
for both NG = NJ

37
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Case #4

» 78-year-old attorney presents to the ER with 2 days of abrupt onset of
now worsening LLQ pain with bloody diarrhea

* Hx DMII, CAD

* BMI 26, Temp 100.8, BP 112/78, HR 116,
RR 20, 02 sat 98% RA

* PEx: mod LLQ TTP, +guarding
* WBC 17K, Bun 44, Cr 1.4, rest WNL

* CT A/P sigmoid colon thickening with
thumbprinting

* Admitted general floor for IVF, pain control

CT: D Manatakis. N Engl J Med 2018;378:e33.

38
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ACG Guidelines (2015)

No high quality data on Abx in colonic ischemia

“Antimicrobial therapy should be considered in patients with
moderate or severe Cl” (expert opinion)

“...broad spectrum, including anaerobic coverage”

“...at least 72 hours and 7-day course should be considered”

(strong recommendation, very low level of evidence)

Brandt L et al. Am J Gastroenterol 2015; 110:p18-44 doi: 10.1038/ajg.2014.395

39
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Abx Rx of Ischemic Colitis

Disease severity Criteria Treatment
Mild Typical symptoms of Cl with a segmental colitis not isolated to Observation
the right colon and with none of the commonly associated risk Supportive care

factors for poorer outcome that are seen in moderate disease

Moderate Any patient with Cl and up to three of the following factors:

bi
Surgical consultation

Hypotension (systolic blood pressure <90 mmHg)
lTachxcardia (heart rate >100 beats/rin) J
Abdominal pain without rectal bleeding
Hgb <12g/dl
LDH =350 U/
Serum sodium <136 mEg/l (mmol/)
[wece >15 celisiemm <1070 |

Colonic mucosal ulceration identified colonoscopically

Severe Any patient with Cl and more than three of the criteria for Emergent surgical consultation (treatment is likely to be surgical)
moderate disease or any of the following: Transfer to intensive care unit
QLLacl ardicua ac.abparmalities (e.g., volume replacement)

Peritoneal signs on physical examination
Pneumatosis or portal venous gas on radiologic imaging
Gangrene on colonoscopic examination
Pancaolonic distribution or IRCI on imaging or colonoscopy
BUN, blood urea nitrogen; Cl, colon ischemia; Hgb, hemoglobin; IRCI, isolated right-colon ischemia; LDH, lactate dehydrogenase; WBC, white blood cell count.

40

American College of Gastroenterology

20



12/14/2023

A% Virtual Grand Rounds C Q P SSC' universe.gi.org

* CAPSSCI: risk score for IC including age, history of CAD,PVD, shock
index, albumin level, and CT findings; no colonoscopy findings

» Score of < 3.25 = low risk for 30-day mortality and or colectomy
* Score of >3.25 = high risk for 30-day mortality and or colectomy

0.50
!

[---- capssa <3.25 capsscl 23.25 |

Relative hazard = 7.46
p-value <0.001

0.00 0.10 020 0.30 040
L f L L L

Cumulative incidence rate of severe colon . _hemia

T T T T
0 10 20 30

Days
Number at risk
capssci<z2s =0 171 167 166 165
capsscizazs =1 61 44 40 38

Oral Presentation ACG October 2023. Development of a Clinically Applicable Prognostication
Severity Score for Colon Ischemia in Hospitalized Patients. Rizwan R, ... Brandt, L.
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Bonus: other key colonic ischemia guideline pearls

* Most cases are mild and will resolve spontaneously but isolated right
sided colonic ischemia (IRCI) has significantly worse prognosis

* Pneumatosis and portal venous gas predict infarction

* Colonoscopy (48h) in suspected disease, with minimal air insufflation,
to assess extent of disease (and stop there after biopsies).

* No colonoscopy if gangrene, infarction (and consult surgery)
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* 58-year-old man vacation in Mexico with large group, many developed
acute watery diarrhea, self Rx with pepto bismol with rapid resolution
of Sxs in all, including patient, but a week later, he alone had recurrent
severe watery diarrhea.

* No blood, no fevers. Abd cramps.

* Tolerating PO intake but feels weak

» Temp 98.8, BP 102/78, HR 110

* PEx: mild diffuse TTP w/o rebound/guarding
* Stool multiplex PCR ordered

43
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Analyte Value Ref Range Units Abn. Flag Status Lat
campylobacter detected not detected abnormal final 01
C difficile toxin A/B notdet not detected final 01
plesiomonas shigelloides notdet not detected final 01
salmonella notdet not detected final 01
vibrio notdet not detected final 01
vibrio cholerae notdet not detected final 01
yersinia enterocolitica notdet not detected final 01
enteroaggregative E coli notdet not detected final 01
enteropathogenic E coli detected not detected abnormal final 01
enterotoxigenic E coli notdet not detected final 01
shiga-toxin-producing E coli notdet not detected final 01
E coli 0157 not applicable not detected final 01
shigella/enteroinvasive E coli detected not detected abnormal final 01

Was treated empirically with azithromycin 1gm x1 with impressive
and rapid symptom resolution. Dept of Public Health investigated
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ACG Guidelines (2016)“Acute Diarrheal Infections in Adults”

urgency, moderate to severe flatulence)

v

Oral fluid therapy: for all cases, hydrate through fluid and salt intake
Food: soups, broths, saltine crackers, broiled and baked foods.

/\.

[ Passage of 3 unformed stools in 24 h plus an enteric symptom (nausea, vomiting, abdominal pain/cramps, tenesmus, fecal }

| Watery diarthea | ‘ Dysenteric diarrhea (passage of grossly bloody stools) ‘
I Mild illness™ | [ Moderate-to-severe illness* ‘ Severe illness” with fever

No °r(‘°<w1'ag§,g? faver (>101°F) in a single case
& < (not outbreak)

Phralion e Non-travel-associated
only, may use associate
loperamide 4 mg e

initially to Non-travel- Travel-

control Antibiotic No or then anti-microbial agent associated associated
stooling therapy low-grade Fever directed to cause for all but
(Table 4) fever (2101°F) STEC infection
*lliness severity: (=100°F) -
Severe —total i E’TI‘F"”Gt
disability due to / /\ rpetman,
diarrhea; Moderate Fonsiien ; r?:g :z’;yni;l';
=abo to function <48 hof <72h =72h Contider ldose OR 500 m
but with forced saehot Lel i i microbiologi 00 mg
in activiti loperamide ion uration once daily
change in activities assessment
h for 3 d
due o illness; therapy N3 days g

Mild = no change

in activities L _J
N

‘ Persistent diarrhea (14 — 30 days) should be worked up by culture and/or culture-independent microbiologic |

assessment, then treatment with anti-microbial agent directed to cause

Riddle MS et al. Am J Gastro 2016; 111:p602-622
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Table 4. Acute diarrhea antibiotic treatment recommendations

Antibiotic* Dose Treatment duration
Levofloxacin 500 mg by mouth Single dose® or 3-day course
Ciprofloxacin 750 mg by mouth or Single dose®

500 mg by mouth 3-day course
Ofloxacin 400mg by mouth Single dose” or 3-day course
Azithromycin® 1,000mg by mouth or Single dose®

500mg by mouth 3-day course®
Rifaximin® 200mg by mouth three times daily 3-days

ETEC, Enterotoxigenic Escherichia coli.
*Antibiotic regimens may be combined with loperamide, 4mg first dose, and then 2mg dose after each loose stool, not to exceed 16mg in a 24-h period.
“If symptoms are not resclved after 24h, complete a 3-day course of antibiotics.

“Use empirically as first line in Southeast Asia and India to cover fluoroquinolone-resistant Campylobacter or in other geographical areas if Campylobacter or resistant
ETEC are suspected.

“Preferred regimen for dysentery or febrile diarrhea.
“Do not use if clinical suspicion for Campylobacter, Salmonella, Shigella, or other causes of invasive diarrhea.
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Bonus: other key acute diarrheal infection guideline pearls

* “Use of antibiotics for community-acquired diarrhea should be
discouraged..(most are viral)”

* Non-culture (multiplex PCR) testing has many advantages, but suffers
from poor specificity (sub-pathogenic levels) and no public health info

* Probiotics not recommended for prophylaxis or active Rx of TD
* Bismuth is recommended as both prophylaxis and active Rx
* OK to add loperamide to Abx treated patients

* Abx chemoprophylaxis has moderate effectiveness; consider in high-risk
groups for short term use (undefined ‘high risk’)
* Quinolones or rifaximin
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+*CDI: vanco or fidax, then pulse/taper, then LBPs

*¢It is appropriate to withhold antibiotics in select patients with
acute uncomplicated diverticulitis

**There is no role for empiric antibiotics (or antifungals) in acute
pancreatitis absent infected necrosis

**Empiric Abx indicated for moderate or severe colonic ischemia

+*Antibiotics for mod/severe traveler’s diarrhea; culture (or PCR)
if persistent, febrile, bloody
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Questions

Neil H. Stollman, MD, FACG

Costas H. Kefalas, MD, MMM, FACG

CONNECT AND COLLABORATE IN Gl

ACG Hepatology Circle

A\
ACG Gl Circle &

a5t ACG Functional Gl
Connect and collaborate within Gl Health and Nutrition Circle

ACG’s Online Professional Networking Communities

LOGIN OR SIGN-UP NOW AT: acg-gi-circle.within3.com
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